
A HOME-MADE ORTHOPEDIC TABLE
Lloyd M. Bergen, M.D., Highland Park, Ill.

There is often need of an orthopedic table where the small
volume of work does not justify the purchase of elaborate

Fig. 1.—Sacral and shoulder supports removed with
table set for roentgenography or operation.

and expensive apparatus; the home-made table
here illustrated will supply this need.
I made a small model in a few hours, and the

table itself was constructed by the janitor of the
Highland Park Hospital, chiefly from pieces of
scrap piping. The illustrations demonstrate
clearly the construction and application.
The patient being placed in position, the small

steel cables are attached to the ankles, and
traction is applied. The four padded leg sup-
ports are then dropped out of the way by simply
pulling out the four pins with which they are
transfixed.
The post supporting the sacral rest is made

of slightly smaller piping, slides easily through
the "four-way" fitting, and rests in the T socket
below. In this way the post and saddle are

Fig. 2.—Shoulder, sacral and leg supports in place to receive patient.

simply lifted out when the apparatus is to be used as an

ordinary table. The chest and shoulder support is made of
wrought iron strips with ordinary ball bearing roller skate
wheels, obtainable in any good hardware store. The ratchet

wheels are part of a Ford motor car, and cost one dollar
apiece at the dealer's. They require some turning down in
a lathe, as in the original they are too thick to go through
the slots in the piping.
The cross bar for arm extension rests on the table frame,

and bolts are dropped through perforations in the two pipes.
It is lifted off when not in use.

SEROUS MENINGITIS FOLLOWING INJECTION OF
ANTITETANIC SERUM

Oscar Berghausen, M.D., Cincinnati

A boy, aged 3\m=1/2\years, who had been in the best of health,
stepped on a nail two weeks before I saw him, Sept. 26, 1919.
The wound was indifferently treated by one physician so that
Dr. George Sikes of Pleasant Ridge was consulted two days
later. The wound was then opened, cleansed and properly
cauterized. The little boy was given 2,000 units of antitetanic
serum; the wound healed perfectly. A week after the serum
was given, a typical serum rash developed but soon subsided.
Four days later the child was playing in the yard as usual,
when he began to drag the injured leg. That afternoon he
was taken sick rather suddenly, and fever developed, but
there was no nausea or vomiting. The mother noticed that
the child could not move the injured (right) leg or the left
arm. He seemed to hold his head toward the right side. Dr.

Fig. 3.—Patient suspended, with leg supports dropped out of the way.

George Sikes was called and decided not to use antitetanic
serum, giving the child a dose of castor oil instead. The next
morning the child was no better so it was brought to a hos-
pital in this city where I saw him just two weeks after the
original injury.
The child was crying. The skin was covered with a profuse

reddish macular eruption, confined mostly to the lower
extremities. He apparently did not move the left arm. The
pupils were equal; there was no involvement of the cranial
nerves. The heart and lungs were apparently normal; the
examination of the abdomen was negative. The child held
himself rigid. There was Kernig's sign, but no opisthotonos.
The temperature was about 102; the pulse was rapid. I told
the family that in my opinion the symptoms could not be due
to tetanus, and expressed the opinion that it possibly was due
to the injection of horse serum, although the typical serum

rash had disappeared four days previously. In the afternoon
the temperature rose to 104; the pulse was 128, and the
respiration 36. While sleeping, the child would twitch its
face. I had Dr. Robert Ingram see the child with me.

In addition to the symptoms and signs that I have men-

tioned, he found an ankle clonus of both legs, mostly right,
and an edema of the right upper lid. He diagnosed the con-

dition as cerebrospinal meningitis according to the syndrome,
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the cause of which was unknown. He advised a spinal punc-
ture. The fluid came out under great pressure, was clear,
contained no cells, no increase in globulin, and gave a nega-
tive Wassermann reaction. Within two hours' time the child
was quiet, fast asleep, and the temperature was nearly normal.
All symptoms apparently had disappeared, the child could
move both legs and arms, and the edema*was decreasing.
Within two days' time the child apparently was well, and
went home. Since then it has been free from a recurrence
of the symptoms. To my mind the foreign protein (horse
serum) had produced an anaphylactic reaction which was
later complicated by the development of an acute serous
(edematous) meningitis.

19 West Seventh Street.

FOREIGN BODY IN RECTUM

Edward A. Diggins, M.D., San Francisco
Surgeon, U. S. Army Transport "Logan"

The note on a glass tumbler in the rectum1 brings to
mind a somewhat similar case that I observed in 1907:
A marine engineer, after an exploit on the "Barbary

Coast" in San Francisco, was the victim of rowdy com-
panions. Next day, while searching within the rectum to
determine the cause of certain unusual symptoms, he located
something that felt like the edge of a glass. Manual manipu-
lations failed to dislodge the intruder, so he tried thumb
forceps. The result was that a particle of the edge of
the glass was snipped off with each grasp of the instrument,
leaving a serrated edge, as shown in the accompanying
illustration, around the top of the glass.
Examination in the knee-chest position, with the vaginal

speculum and long dressing forceps, revealed the base of
the glass 9 inches within the rectum.
Pieces of gauze bandage were dipped in plaster-of-Paris

paste and inserted with long dressing forceps repeatedly,

Glass with fractured edges, and glass packed with plaster-of-Paris
gauze overlapping the serrated edges. The tail end of the gauze pack-
ing served as tractor.

until the glass was packed overfull. The last strip was
sufficiently long to leave more than 12 inches free for trac-
tion. Within half an hour the plaster was solid. As traction
was made, small particles of loose, hardened plaster pre-
ceded the glass, and fragments and splinters were incor-
porated with them. No difficulty was experienced in bringing
the glass to the sphincter. This was dilated with the vaginal

1. Smiley, Orvall: A Glass Tumbler in the Rectum, J. A. M. A. 72:
1285 (May 3) 1919.

speculum, and the foreign body was withdrawn with little
resistance and no bleeding.
The object proved to be a common S-ounce "high ball"

glass. The victim returned to duty next day. There was
.no after-pain or complications.

A CASE OF BILATERAL CONGENITAL FUSION OF THE
RADIUS AND ULNA

Julius Kaufman, M.D., Brooklyn

This case is, I believe, of sufficient interest from a develop-
mental standpoint to warrant its being recorded. Whether

Fig. 1.—Lateral view of left
forearm.

Fig. 2.—Lateral view of rightforearm.

it is just one of the freaks of development that we encounter
so often, or whether it has some atavistic significance, I am
not prepared to state.
Private A. J. L., white, aged about 24,1 was admitted to our

hospital area at Mars-sur-Allier, France, complaining of
"joint trouble." As long as he could remember, he had had
only limited motions in both his forearms. The condition had
been becoming progressively worse. Flexion and extension
were somewhat limited and painful. There was only a mini-
mum of pronation and supination.
Clinically, both the arms were held in the position of mid\x=req-\

pronation. Extension and flexion of the forearm on the arm
was but little limited, the patient complaining of slight pain
during these motions. That there was true ankylosis could
easily be inferred by the complete loss of active and passive
pronation and supination. Actions that involved these motions
were compensated for by using the shoulder joint.
Roentgenograms of both forearms revealed an exactly

symmetrical fusion of the upper extremities of the radius and
ulna, with rather incomplete development of the radial head.
Following the course of the radius from below upward, with
the forearm fully extended on the arm (by means of stereo-
scopic plates), one saw that the radius crossed the ulna from
within out, anterior to it, fusing with it in its upper extremity,
the radial head lying at about the level of the capitellum, but
slightly posterior to it.
There can be little doubt that the condition was a con-

genital one. Its long-standing history, the absence of trauma
or any other etiologic factor, and the symmetrical involve-
ment all point to this.

1. It was impossible to obtain complete data, owing to the patient's
immediate evacuation from this area.
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